 Table 1 
: Estimated burden of visually significant ophthalmic conditions in children

Condition
Frequency*
Refractive errors
Myopia (-0.75 D or more in eye with lesser refractive error) Myopia (more than -2.0 D) Hyperopia (+3.0 D or more in eye with lesser refractive error) Hyperopia (more than +3.25 D) Astigmatism (worse eye cylinder power 3.0 D or more) Astigmatism (cylinder power more than 1.5 D) 0.7%-9% (prevalence, age 5-17 years) 0.2%-2% (prevalence, age 3-5 years) 4%-9% (prevalence, age 5-17 years) 6%-7% (prevalence, age 3-5 years) 0.5%-3% (prevalence, age 5-17 years) 4%-11% (prevalence, age 3-5 years) Guidelines for pediatric eye screening continue to evolve as timing and methods have not been definitively established. Current guidelines are based on the available evidence and preferred practice recommendations of expert committees. [8] [9] [10] Primary care providers (pediatricians) should perform a basic eye screening of newborns. [8] [9] [10] Risk-based screening for retinopathy of prematurity, congenital anomalies, and retinoblastoma in the immediate post-natal period should be conducted by an ophthalmologist. [8] [9] [10] Pre-screening history should include the following questions: (1) Do your child's eyes appear unusual, (2) Does your child seem to see well, (3) Does your child exhibit difficulty with near or distance vision, (4) Do your child's eyes appear straight or do they seem to cross, (5) Do your child's eyelids droop or does one eyelid tend to close, and (6) Has your child ever had an eye injury. [8] [9] [10] Screening of infants under 6 months of age comprises of red reflex testing to detect abnormalities of the ocular media, external inspection of ocular and periocular structures, pupillary examination, and assessment of fixation and following behavior. [10, 11] Findings that would warrant referral of children to an ophthalmologist for a detailed eye examination following screening are listed in Table 2 . [10, 11] Screening from 6 months to 1 year includes binocular alignment. [10, 11] Between 1 year to 2 years and 2 years to 3 years, instrument-based screening with photoscreening or autorefraction devices can be valuable in detecting amblyopia risk factors. [10, 11] These tests are rapid and non-invasive, and minimal cooperation is required on the part of the child. [10, 11] Between ages 3 and 4 years, visual acuity screening with LEA symbols or HOTV letter chart become possible. [10, 11] Older children may be tested with standard optotypes. [10, 11] Children who are untestable should be rescreened within 6 months or referred for a comprehensive eye examination. [10, 11] Children who are testable using the subjective visual acuity assessment and fail should be referred for a comprehensive eye examination after the first screening failure. [10, 11] Additional findings that would warrant referral of for a comprehensive ophthalmic examination are listed in Table 2 . [10, 11] Children should continue to have annual school-based vision screening throughout the childhood and adolescence. [10, 11] In India, screening up to age 5 years could be integrated with the Universal Immunization Program of the Government of India and performed by a trained ophthalmic assistant or an optometrist. Beyond the age of 5 years, it should be a part of annual school health check-up and performed by a trained ophthalmic assistant or an optometrist.
